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Introduction 
Excluding technical errors, vein graft failures are 
caused principally by neointimal hyperplasia or pro- 
gression of underlying atherosclerosis. Rarel~ graft 
failure has been associated with true aneurysm forma- 
tion, when complications seem pronounced. 
Case History A 
Aged 54, patient A underwent bilateral above-knee, 
fermoropopliteal bypass grafting using autologous, 
reversed, saphenous vein. Twelve years later, he 
presented with an asymptomatic swelling in the right 
mid-thigh. Ultrasound emonstrated a 4 cm diameter 
aneurysm in the mid-portion of the vein graft. A 
conservative polic~ monitoring the aneurysm was 
adopted. Within 4 months however, the swelling 
increased very rapidly in size causing discomfort and 
numbness in the thigh. Repeat ultrasound scanning 
showed an increase in diameter to 6 cm. The aneur- 
ysmal vein graft (Fig. la) was resected promptly, and 
a replacement polytetrafluorethylene (PTFE) graft 
inserted. Histology of the aneurysm wall demon- 
strated changes typically associated with localised 
atheromatous disease. 
Case History B 
Aged 42, patient B underwent left, above-knee, femor- 
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opopliteal bypass grafting using autologous, reversed, 
saphenous vein. Fourteen years later, he noticed a left 
Fig. 1. (a) The resected specimen (from patient A) showing a true 
aneurysmal dilatation of the vein bypass graft. (b) A digital 
subtraction angiogram (from patient B) showing the (composite) 
femoropopliteal bypass graft. The single arrow demonstrates the 
true aneurysm of the vein bypass graft part. Thedouble arrow 
demonstrates the smaller "false" aneurysm at the junction between 
the PTFE and vein parts. 
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hgroin swelling, diagnosed as a "false" aneurysm. This 
was repaired and a length of PTFE graft interposed to 
reach the remaining, original vein graft. After 5 further 
years, a second "swelling" developed in the mid- 
thigh. Ultrasound emonstrated two aneurysmal dila- 
tations; first, a 2 cm "false" aneurysm between the 
PTFE and vein and second, a 5 cm aneurysm in the 
mid-portion of the original vein graft. The patient was 
asymptomatic and a conservative policy, monitoring 
both aneurysms, was followed. Within 6 months, the 
"swelling" rapidly expanded, causing extreme dis- 
comfort, secondary to pressure necrosis of the over- 
lying skin. Angiography/ultrasound demonstrated 
that the true vein graft aneurysm had increased to 7.5 
cm (Fig. lb). At operation, the aneurysmal vein graft 
was resected and a further length of PTFE inserted. 
possible, but unlikely, because the swelling is easily 
visualised and monitored. In our cases, the most 
striking features were the long lead time before 
aneurysm formation (12 years and 19 years respec- 
tively), followed by a rapid increase in size over a very 
short time period thereafter, sufficient in one to cause 
pressure necrosis of the overlying skin. In these few 
cases reported, complications have been so common 
that we would recommend early surgical intervention 
rather than the adoption of a "wait and see" policy. 
Management should proceed with ultrasound/arter- 
iography and subsequent resection of the aneurysmal 
graft. A conservative policy would seem to confer 
little benefit, as the expansion rate is unpredictable 
and the potential risk of a serious complication 
remains high. 
Discussion 
True aneurysmal dilatation of vein harvested for 
arterial bypass surgery is very rare. Most often 
reported is aneurysm formation in vein used for 
coronary artery bypass grafting. 1 Very few reports 
have described true aneurysmal dilatation of vein 
used for peripheral arterial bypass surgery. 2-4 
The pathogenesis remains speculative, with con- 
sideration given to per-operative graft trauma, "blow- 
outs" at side-branches, weakness at valve sites or 
varicosities, or, as seemed likely above, progression of 
underlying atherosclerosis within the graft itself. 2-5 
Aneurysm formation in vein grafts may be asymp- 
tomatic or cause localised pain. Rupture remains 
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